work where the client in the process of seeking help begins to engage in inquiry and research processes with the help of the consultant clinician, thereby making the clinician more of a researcher. On the surface these models may seem to be the same, but my argument is that they are drastically different in terms of their underlying assumptions and their implications for consultation practice.
The fundamental difference derives from a consideration of whose needs are ultimately driving the inquiry and helping process. When Lewin first formulated action research it was clearly a case of the researchers wanting to figure out how to be more successful in implementing some changes that the researcher desired. He found that by involving the targeted population and getting them involved in the research process, they became more amenable and committed to the desired change. But the initial drive came from the change agent, and it was the change agent's goals that were driving the process. In this model, action research involves the client system in the researcher's agenda, even though the client system might ultimately be the beneficiary. But the client did not initiate the process and it was not the client's needs that drove the process. It was the researcher's choice to involve the client.
When I first formulated the concept of process consultation and contrasted it with being an "expert" or a "doctor" in a helping relationship, I was trying to argue that a model which I am now calling a "clinical" model starts instead with the needs of the client, is client driven and involves the researcher in the client's issues rather than involving the client in the researcher's issues.
The word clinical is deliberately introduced here in order to highlight that some © Schein, E. H., 1995 -2-perceived pathology is usually involved and that the helper takes on the obligations that are associated with being in the helping professions, i.e. the interests and the welfare of the client must be protected at all times, and all of the helper's actions, whether diagnostic or not, are de facto interventions and must be evaluated as interventions before they are undertaken. This clinical model is often also lumped into "action research" but is fundamentally different in that the initiative remains at all times with the client.
The difference between the models must be sharpened because most models of consultation and action research that are promulgated today muddy the waters by postulating at the outset of a project a "diagnostic period" or a stage of "data gathering" that is represented as occurring prior to a postulated stage of "intervention." Lip service is paid to the fact that "of course, data gathering is also an intervention," but in my view the potential for real damage through clinically inappropriate data gathering is sufficient to argue that lip service is not enough.
To put it more bluntly, if we take a clinical perspective. we must assume that the way in which we enter a diagnostic relationship with a client is in itself a major intervention that must be evaluated as an intervention not ust as a method of gathering information. Or, to put it more concretely, we start intervening when we first pick up the phone and answer an inquiry from a potential client. The surveyor consultant agrees and the implicit contract is that once the data are gathered, the consultant will report them to senior management, will help to interpret them, and will help management decide what kind of "intervention" to do next. Typically, this planning will involve a careful thinking through of how to feed back the data into the organization, and a complete ignoring of the issues surrounding the data gathering itself.
In both cases the consultant invokes criteria of scientific validity and promises to make the best possible diagnosis so that the intervention will be valid in terms of the data uncovered. To make the situation palatable the CEO © Schein, E. H., 1995 -4-will typically let the subordinates know that he or she has undertaken the project on their mutual behalf and hopes that they will cooperate in the data gathering.
It may never occur to senior management that they are already intervening and the consultant may not raise the issue because often the consultant is also caught in the mental model that this stage is "just" data gathering. If one takes an interventionist client centered perspective, a very different scenario can be proposed. The assumption in this model is that the contact client wants the survey in the first place not just to identify problems but to fix them. Many of the problems that will be revealed can only be fixed by higher management, but many others can typically be tackled by the very people who are initially reporting them. If the client is not interested in fixing the problems, the question arises of whether just data gathering will be helpful or not and if the client even wants help. But, assuming that the client does want help, the clinician process consultant should propose an entirely different feedback process.
Step one would be to go back to each work unit at the lowest level surveyed and share with them just their own data with two questions for them to answer: 1) Here is what you have said. Have I understood your concerns or do you want to correct or elaborate them? 2) Now that we have clarified what the concerns are, please sort them into those which should be fed up to higher levels in the organization and those which you can begin to tackle at your own level. At this point, psychologically, the group has been genuinely empowered and reminded that they still own the data. The group must take some responsibility for what it is saying and what it will do about what it is saying. If management does not want to empower groups in this way, we should again question why the survey is being done in the first place. If they do want to empower groups in this way, this method is essential because the group knows that at this point in the process they are, in fact, the only ones who have the data. They have to take the next step responsibly. The irony is that when one does this, many groups report that this working with their own data is the very © Schein, E. H., 1995 --------9-first time that they have ever been asked to participate in something meaningful and have been asked to take some real responsibility.
If this process is carried out with each group in an upward cascading process, each level only gets the data that pertain to that level or higher levels, and each level must take responsibility for what they will own and work on, and what they will feed up the line. The very process of feeding back thus builds involvement and commitment and signals that management wants the problems solved. Higher levels want to know only those things that are uniquely theirs to deal with.
When I propose such a process I typically get the argument that the client paying for the survey will never agree to seeing only the limited data that this process will reveal at his or her level. However, in my experience this need to see all the data is premised on the client's perception that he or she will have to do all the feedback and remedial work. Once the client understands that the upward cascading process actually gets problem solving started at the time of feedback, he or she is typically much more attracted to it. It takes longer for the data to get to the top level, but it is a much quicker way to get problem solving started in the organization. If that is not what the client wants, then the survey probably should not have been done in the first place. Just gathering the information so that management can make an assessment of whether or not there are problems stands a good chance of creating problems among employees where there were none before. The survey gets them thinking about issues that they may not have thought about and gets them talking to each other about areas where they did not realize they had shared views. Once several employees discover from talking about the survey that they share a concern, it © Schein, E. H., 1995
Ju l ·rsassarr --·-·l ^-lra n o·Pizr ---10-becomes more of an issue than it may have been when each thought they were alone in their view. The survey then becomes, unwittingly a tool stimulating "revolution" rather than problem solving.
Let me summarize. The clinical approach to action research, embodied most clearly in process consultation, rests on a number of assumptions and values:
1) Only the client ultimately knows what he or she can do, will do, and wants to do, hence the strategic goal of process consultation must be to develop a process that will build the consultant and client into a team that will own all the interventions.
2) It is the job of the consultant/helper to educate the client through the early interventions on the potential consequences of later interventions.
3) Everything the consultant does, from the earliest responses to the clients initial inquiries, is an intervention. The consultant must therefore be highly aware of the consequences of different "diagnostic" interventions. The reader will recognize that part of the skill of helping is to know how to move through these various kinds of interventions in such a way that the client is stimulated to tell his or her story with minimal disruption of either the process or the content. Why is it important to hear the client's full story? Because the client will typically not tell the helper what is really the problem until he or she
-12-trusts the helper to be helpful. One of the first tests of that is whether the helper is willing to listen without being too intrusive.
The major implication of this line of thinking is that in the training of consultants/helpers far more emphasis needs to be given to the clinical skills of "on-line" intervention. Right now the training is heavily biased toward the skills of data gathering and toward academic theories of large and small system interventions. In that process the consultant may learn all about how to gather information as a prelude to designing the grand intervention and, in that very process, lose the client or, worse, damage the client by thoughtless inquiry processes.
A second implication is that if clients are more likely to reveal what is really bothering them as they come to feel more like a team member in the inquiry process, more valid data will surface for a theory of what goes in organizations. One reason our organization theories are weak is that they are based on superficial data gathered from reluctant "subjects." A clinical inquiry model that stimulates real openness on the part of clients will reveal a set of variables and phenomena that will make it possible to build far better theories of organizational dynamics.
In conclusion, if we go back to the original question posed in the title, it should be clear to the reader that I view "Process Consultation" and "Clinical Inquiry" to be essentially the same, but that the concept of "Action Research" has come to mean two quite different things that should not be confused. 
